In the past, the practice of symptom validity assessment (SVA) in European countries was considerably lagging behind developments in North America, with the topic of malingering being largely taboo for psychological and medical professionals. This was being changed in the course of the past decade with a growing interest in methods for the assessment of negative response bias. European estimates of suboptimal test performance in civil and social forensic contexts point at base rates similar to those obtained in North America. Symptom over-reporting and underperformance in neuropsychological examinations appear to occur in a sizable proportion of patients. Although there is considerable progress in establishing SVA as an integral and indispensable part of psychological and neuropsychological assessment in some countries, others appear to lag behind. In some countries there is still enormous resistance against SVA from part of the neuropsychological and psychiatric communities.
Symptom Validity Assessment
In the past 20 years, symptom validity assessment (SVA) has become a leading topic in clinical neuropsychology, with few areas surpassing it in terms of the interest and controversy that it has attracted as well as the proliferation of published research papers. Neuropsychological assessment has always maintained a close link to standardized testing, which makes clinical neuropsychology a data driven discipline and, at the same time, presents the greatest challenge to the validity of individual diagnostic decision making. Neuropsychological test results are highly dependent upon the willingness of the patient to employ optimal test effort, and neuropsychologists are usually not capable of determining the validity of test data on the basis of clinical intuition (e.g., Heaton, Smith, Lehman, & Vogt, 1978) .
The era of modern SVA began in the late 1980s, when standardized forced-choice symptom validity tests (SVTs) were introduced in the context of a renewed interest in malingering research. In the following 25 years, neuropsychologists have maintained a leading role in the development of methods and in conceptual refinement in what may be described as the differential diagnosis of non-authentic symptom production and symptom report (e.g., Carone & Bush, 2013; Sweet & Guidotti-Breting, 2013 ).
In line with Greve, Bianchini, and Brewer (2013) , the term SVT is used in the context of this paper as a superordinate term for all methods that tap negative response bias both in symptom production (including underperformance in psychological tests) and symptom over-reporting. For cognitive SVTs determining possible underperformance, Larrabee (2012) has recently proposed the term performance validity tests (PVTs), while those SVTs determining the validity of self reported mental or cognitive impairment may be called self-report validity tests (cf. Figure 1) .
The present paper focusses primarily on the current state of PVT usage, the traditional field of SVA, while self-report measures of symptom validity will not be discussed in detail. The tradition of self-report validity scales is far more complex and has had a long tradition in personality research, clinical psychology, and various branches of applied psychology.
Methods to determine the validity of symptom presentation and symptom report 
Short historical survey of symptom validity assessment in Europe
The problem of malingering, in terms of its definition and detection, has deep historical roots, which shall not be traced here in detail. In the 1811 edition of the Classical Dictionary of Vulgar Tongue, first published in 1785, a keyword "King's Bad Bargain" defines as one of those bad bargains "a malingeror, or soldier, who shirks his duty" (Grose, 1811) . For civil society, the 19th century history of the railway spine (Erichsen, 1867; Thomann & Rauschmann, 2003) has fully demonstrated the difficult conceptualization of bizarre symptom presentations in the context of liability claims. Attempts at medical theory building trying to conform to patient behavior may, from today's perspective, appear no less bizarre than the symptomatology they aimed to explain. Yet, unsolved questions as to a valid differential diagnosis of intentional vs. unintentional symptom distortions continue to haunt the medical and psychological literature (cf. Merten & Merckelbach, 2013b) .
The Franco-Swiss psychologist André Rey (1941 Rey ( , 1958 ) pioneered a field which we conceptualize today as SVA. He introduced a number of instruments aiming to detect invalid test performance, such as the Fifteen-Item Test (FIT), the Dot Counting Test (DCT) or the Word Recognition Test (WRT). While these tests perform poorly in contrast to modern PVTs (e.g., Hartman, 2002) , Rey (1958) took a rather modern stance in that he warned not to base far reaching diagnostic decisions solely on the results of a single test, but to include multiple information such as the individual constellation of the case, personality, and motivation (cf. Frederick, 2002 , for a sound historical appraisal of Rey's contribution to SVA). There were other approaches to tackle the problem of malingering detection which, in modern terminology, would be called embedded measures (that means applying empirically derived cut scores or indices based on standard test results to serve as an indicator of symptom validity). For example, before leaving Germany for British Columbia, Otfried Spreen worked on measures to identify feigned cognitive impairment within the Visual Retention Test (Benton, 1945; Benton & Spreen, 1961) . Incidentally, Spreen (1963) was also the author of the first German MMPI version. Gudjonsson and Shackleton (1986) later generated another embedded indicator of response validity from the Standard Progressive Matrices.
Forced-choice PVTs were developed in the United States in the 1960s. This methodological approach, which allows for determinations of intentional response manipulations in cases of below-chance performance (Merten & Merckelbach, 2013a , for a recent review), prepared the transition into the modern era of SVA. There was an early European attempt to develop a forced-choice approach for the detection of invalid performance in Benton's (1945) Visual Retention Test. However, this work by Loewer and Ulrich (1971) has largely remained unnoticed, probably because it was published in German language. Thus, it is a paper by Pankratz (1983) that is usually conceived to mark the introduction of forced-choice testing in the field of examining possible malingering in cases of claimed memory impairment. Although he also authored an article in German language (Pankratz & Paar, 1988) there was no detectable repercussion on assessment practice in the German speaking countries.
SVA began to be used and discussed on a broader basis by American neuropsychologists in the early 1990s. During this time they developed a wealth of publications and a range of standardized, commercially available tests, whilst the whole of Europe appeared to be lagging behind. The developmental delay can be estimated to amount to approximately a decade for the most advanced countries (in terms of SVA); in other countries, the delay appears to be much longer still. Yet, a number of PVTs were developed in Europe in the 1990s, such as the Coin-in-the-Hand Test (Kapur, 1994) , the Amsterdam Short-Term Memory Test (Schmand, de Sterke, & Lindeboom, 1999) , and the Bremen Symptom Validation (Heubrock & Petermann, 2000) . A number of PVTs were adapted to European languages, with a multilingual computerized version of the Word Memory Test (WMT, Green, 2003) being the most prominent of them.
Also in the 1990s, some reviews (e.g., Heubrock & Petermann, 1998) and the first empirical studies were published (e.g., Schmand et al., 1998) marking the beginning of a broader research interest in symptom validity assessment. In North America, the term malingering research was used in the beginning, and symptom validity assessment primarily centred on the determination of possible malingering. In this vein, several instruments have this term in their names, like the German-language Aggravations und Simulationstest, AST (Exaggeration and Malingering Test, Eberl & Wilhelm, 2007) . It was only after the turn of the millennium that a conceptual clarification took place on a larger scale. Today, as Merten and Merckelbach (2013b, p. 122) summarized, most experts in SVA would agree that "a) SVTs may help to clarify the nature of certain symptom constellations; b) symptom validity assessment comprises both selfreport measures that tap over-endorsement of symptoms and tasks (i.e., 'effort tests') that tap cognitive underperformance (Larrabee, 2012 , referred to these cognitive SVTs as performance validity test); c) symptom over-endorsement and/or cognitive underperformance represent two aspects of negative response bias: in some cases they occur together, in other cases only one of the two aspects is present […] ; d) malingering is considered to be only one possible source of negative response bias."
It was only with the beginning of the third millennium that European SVT research was performed on a larger scale and symptom validity assessment began to be introduced on a larger scale into practical work of neuropsychologists. First workshops were organized in some countries (as in Britain or The Netherlands), raising immense interest. In London, a post-qualification training day on symptom validity, organized by the British Psychological Society Division of Neuropsychology in February 2006, attracted sizable audience. One of the speakers, Dr. Brooks, "described the meeting as a turning point in British neuropsychological practice" (Alcott, 2006, p. 1) .
A landmark was reached with the First European Symposium on Symptom Validity Assessment, held in Würzburg, Germany, in 2009, followed by updates in London, UK, in 2011 (Anderson, 2010; Plohmann, 2011) where major SVT researchers presented. Finally, the third symposium, held in Wuerzburg again, in 2013, fully focussed on European developments and perspectives (Plohmann, in this issue) . The fourth symposium is planned for Maastricht, The Netherlands, in two years' time from now.
The bulk of published European research on SVA is authored by researchers from only four countries: Germany, Great Britain, The Netherlands, and Spain. Only few published studies are authored from psychologists of other nationalities, such as Austria (e.g., Schiemann, 2003) , Portugal (Martins & Martins, 2010; Simões et al., 2010) , or Switzerland (Giger, Merten, Merckelbach, & Oswald, 2010) while there is no or almost no evidence for substantial research activities in some major European nations like France or Italy. This might reflect large differences in the degree of acceptance that symptom validity assessment has reached within Europe.
In the following paragraphs, we will describe the reasons why valid determinations about the genuineness of personal injury and mental health claims are increasingly important and call for reliable methods to distinguish between legitimate and illegitimate claims. Furthermore, the results of a recent survey among neuropsychologists are reported, and summaries of the developments in four European countries will be given.
Claims culture: The British example
In many European countries, public compensation schemes, social security, and social welfare systems have come to the limits of their capacity, and some branches of the private insurance industry are aching under the burden of personal injury claims and the cost of mental health care, with an ever increasing number of minor mental disorders to result in long-term sick leave and retreat from work. Although the public appears to be well aware of abuse and fraudulent claims and scores of spectacular fraud cases have been published (e.g., Frei, 2004 ; as an example see the incredible reports from Zakynthos, the Greek "Island of the Blind", Squires, 2013) , nobody knows the true financial burden of false symptom report and false imputations. For the United States, Chafetz and Underhill (in press) have recently estimated the cost of malingering in selected Social Security programs. For adult mental disorder claimants, the authors estimated the annual cost at about $20 billion. The acuity of the problem shall be illustrated in some more detail by the situation in the United Kingdom.
In recent years, the UK claims culture has become more widespread, increasing the need for performance validity testing. This is reflected in the "disability paradox" showing an increase in disability claims (rise from just under 2.5 million to 3.2 million) whilst the average health status improves (Department of Work & Pensions, 2013) . The 2012 statistics of this UK Department show that there were 3.28 million recipients of Disability Living Allowance (DLA) and £1.2 billion of total benefit expenditure is overpaid due to fraud. However, this is likely to be only the tip of the iceberg, as the validity of claims is not routinely screened using standardized tests. Factors which may contribute to malingering or symptom exaggeration include the "benefits trap", which refers to disincentives for returning to work being built into the UK welfare system (i.e., often people with disabilities cannot earn as much as their benefits if they return to work), although reforms to increase work incentives are only just starting to be made to this system.
The growing claims culture is also evident in the litigation system. There was a five per cent increase in the proportion of accidents involving third-party injury claims in England and Wales last year, making Britain more litigious than America and placing it as the "Whiplash capital or the world" (Ministry of Justice, 2013). Government figures show that between 2006 and 2011 the number of reported road traffic accidents fell by 20%. Over the same period, there was a 60% rise in road traffic accident personal injury claims. According to industry figures, the level of undetected fraud is currently considered to cost the industry around £1 billion a year and they claim that of every hour of every day 15 fraudulent insurance claims are exposed in the UK (Association of British Insurers, 2012; Ministry of Justice, 2013). Press coverage suggests that this is due to a "claims manufacturing industry" that has "gone into overdrive" to entice drivers into making easy claims which has in turn increased the prevalence rate of fraud (Massey, 2013) .
Prior to the increase in claims culture, the prevalence rate of performance invalidity (measured by failure on the Test of Memory Malingering) in UK head injury litigants referred for neuropsychological assessment was found to be 33% (Moss, Fokias, Jones, & Quinn, 2003) . This is fairly consistent with the estimates of malingering and symptom Exaggeration in North America (Mittenberg, Paton, Canyock, & Condit, 2002) . As disability benefits and the "benefits trap" may increase the risk of symptom exaggeration and malingering, there is also a clear need to investigate how common this is currently with non-litigating NHS disability cohorts as well as more up to date prevalence rates for groups perusing litigation.
Despite this growing risk of symptom exaggeration and malingering, in the UK there is a problem with using PVTs to diagnose malingering as the unmasking of malingering is seen as a task for the legal process rather than the medical one (Halligan, Bass, & Oakley, 2004) . Malingering is therefore seen as a taboo subject and most UK clinicians are skeptical about whether PVTs can differentiate "malingering" from other forms of symptom invalidity (e.g., somatoform disorders and iatrogenic symptoms; McMillan et al., 2009 ). This is contrary to the North American diagnostic criteria for malingering that infer intent from the combined improbability of events (i.e., multiple failures on symptom validity indicators; Larrabee, Greiffenstein, Greve, & Bianchini, 2007) .
Surveys on Symptom Validity Assessment in Europe
A first survey on symptom validity practice in Europe was performed in Great Britain by McCarter, Walton, Brooks, and Powell (2009) . It has shown that only 16% of clinicians working solely in clinical settings employ PVTs for more than half of their assessments, compared to 73% of those conducting medico-legal assessments, but only 59% of respondents in the survey admitted to always or almost always formally evaluating performance validity with litigants using PVTs. The PVTs most commonly used by UK clinicians were the Test of Memory Malingering (TOMM, Tombaugh, 1996) (50% of all respondents), the Rey 15-Item Test (Rey, 1958 ) (24% of all respondents), and the WMT (Green, 2003 ) (24% of all respondents). Only 5% of respondents used embedded symptom validity indicators and only 11% of clinicians used self-report SVTs such as the MMPI (McCarter et al., 2009 ). The UK therefore seems to be behind the North American recommendations for symptom validity assessment, which stipulates that multiple sources of information should be used to detect response bias (Heilbronner et al., 2009) , and this is necessary for the neuropsychological criteria for malingering (e.g., Bianchini, Greve, & Glynn, 2005; Slick, Sherman, & Iverson, 1999) .
A second survey was performed in six European countries: Denmark, Finland, Germany, Italy, The Netherlands, and Norway (Dandachi-FitzGerald, Ponds, & Merten, in press ). In this survey the median estimate of insufficient effort was 10% in clinical and 15% in forensic assessments. The median estimate of malingering (i.e., insufficient effort specifically due to malingering) was 4% in clinical and 10% in forensic assessments. And while at least the forensic estimates of insufficient effort and malingering were substantially lower than empirical studies show, these numbers still illustrate an increased awareness in neuropsychologists in these European countries as opposed to few decades ago, when the general view prevailed that these phenomena were virtually non-existent. Interestingly, the survey revealed substantially lower prevalence estimates of malingering in own clinical and forensic assessments than in general (Figure 2 ). Neuropsychologists appear to be hesitant to acknowledge the occurrence of malingering in their own patients. Perhaps neuropsychologists are still too much inclined to believe what a patient says and does during an assessment. This stresses the importance of using objective methods for evaluating symptom validity.
So, what are the tools and tests neuropsychologists use to evaluate the validity of the obtained diagnostic data? The five methods most frequently indicated for the determination of symptom validity were (in rank order): discrepancies between records, self-reporting, and observed behaviour; severity of cognitive impairment inconsistent with the condition; pattern of cognitive impairment inconsistent with the condition; implausible self-reported symptoms in the interview; and implausible changes in test scores across repeated examinations. All objective empirically validated methods (e.g., stand-alone PVTs, embedded indicators, validity scales on objective personality tests) ranked at the bottom. Looking at the analyses per society, there were two exceptions: the Dutch respondents (standalone PVTs ranked second) and the Norwegian respondents (standalone PVTs ranked fifth).
The most commonly used PVTs were: the ASTM, Rey FIT, TOMM, and the WMT.
As might be expected, only a small minority of respondents (12%) indicated always using a PVT in a clinical assessment. Surprisingly, it was also a minority of the respondents that stated they always included a PVT in a forensic assessment (45%). In this respect, the survey showed that considerable differences existed between the respondents of the various societies, with lowest numbers in Italy (22%) and Finland (14%) and highest numbers in the Netherlands (70%) and Norway (69%) (Figure 3) . This supports the notion that important cultural differences still exist in how neuropsychologists in the various European countries relate to the topic of symptom validity.
In conclusion, on the positive side there is acknowledgement that non-credible symptom reports and malingering occur. The surveys' findings, however, also show that the use of clinical impressions still prevails over the use of empirically validated tests to determine the symptom credibility. Although these subjective methods certainly have their value, it is vital that they are being used in conjunction with empirically validated tests.
Spain
In the last few decades, several research teams and lines have been established in Spain regarding research on malingering and T h e N e t h e r l a n d s N o r w a y G e r m a n y D e n m a k I t a l y F i n l a n d Figure 3 . Inclusion of SVT in every forensic assessment (% respondents).
Gancedo Santamaría, & CapillaRamírez, 2012) , as well as continuing postgraduate education through workshops, symposia and conferences, generally in medicolegal and forensic contexts. Spanish adaptations of the internationally most widespread tests used for the assessment of symptom validity and malingering have fostered scientific, forensic, and medico-legal applications among psychological and neuropsychological practitioners. Remarkably, a significant number of Spanish-adapted symptom validity assessments rapidly became available to clinical and forensic professionals within less than half a decade (e.g., the Spanish adaptation of the Structured Inventory of Malingered Symptomatology -SIMS, González-Ordi & Santamaria, 2009 ; the Minnesota Multiphasic Personality Inventory-2-Restructured Form -MMPI-2-RFl, Santamaría, 2009 ; the Personality Assessment Inventory -PAI, Ortiz-Tallo, Santamaría, Cardenal, & Sánchez, 2011 ; and the Test of Memory Malingering -TOMM, Vilar-López, Pérez-García, & Puente, 2011). Moreover, specific forensic protocols were developed (e.g., Arce & Fariña, 2005) .
However, in spite of this promising research panorama there are numerous shadows regarding the professional practice of SVA and malingering assessment. Firstly, there is no reliable data available of applied assessment SVA protocols in different contexts. Furthermore, SVA and the question of possible malingering are not yet regularly taken into account in many forensic and medico-legal contexts. A guide for good practice is still in demand. A general professional debate and discussion have not yet occurred in Spain, as is the case in other European countries, like Germany and Switzerland. Secondly, a risky application of SVTs (like the SIMS) can be identified. This is the case when instruments are used in isolation and without an adequate conceptual and methodological knowledge on the part of the test user who may see a "magic road" to the detection of deception in these tests. In face of this, the role of modern SVA in detection of malingering and the importance of a multidimensional approach in different contexts has to be popularized among professionals (Capilla & Gonzalez-Ordi, 2009; Merten & Merckelbach, 2013b) . Multidimensional and multi-method approaches may contribute to avoid inaccurate diagnoses and to decrease the rate of false positive and false negative classification errors, both having a considerable economic and psychosocial impact.
In summary, although there are quality seeds available to get a good harvest in Spain, further research and educational effort will be necessary for establishing sound practice guidelines and protocols, both for researchers and professionals. They should aim to (1) extend a regular use of SVA to any context where negative response biases can occur (clinical, forensic, and medico-legal); (2) adapt SVA to specific disorders (like pain disorder, anxiety and affective disorders, amnesia, posttraumatic stress, sequelae of sexual assault and abuse, etc.); (3) promote a multidimensional approach to SVA and avoid simplified diagnostic decision making based on the isolated use of instruments; and (4) carefully avoid the classification errors (false positives and false negatives).
The Netherlands
In 1997, a Dutch textbook on clinical neuropsychology was published that nicely illustrated the skepticism and controversies on the topic of malingering, which dominated at that time in the Netherlands. This textbook already contained a chapter on malingering, in which the authors advised their colleagues to always administer a symptom validity test when a patient has an incentive to demonstrate cognitive deficits (Schmand & Ponds, 1997 ). In the same book, the authors of a chapter on the chronic whiplash syndrome stated: "In our opinion, the hypothesis that the desire for financial gain would play a role in whiplash needs not to be taken seriously" (Van Zomeren & Saan, 1997) . In those early days, it was believed that malingering was only a problem in the United States and not in Europe, due to the American claim culture with huge financial stakes (e.g., Ponds, de Lugt, Verhey, & Jolles, 1995) . Neuropsychologists were reluctant to introduce SVTs, because they felt it as a sign of mistrust towards the patient, opposing their primary task of determining the veracity of the complaints. The use of SVTs implies misinforming the patient, which was considered to conflict with the ethical code of psychologists. As formulated by a prominent colleague: "Psychologists should not allow themselves to be hired to play detective for the insurance companies" (Hofstee, 2005) .
From the nineties, SVA has nevertheless been an active research topic in the Netherlands. In 1999, the Amsterdam Short-Term Memory Test, a Dutch PVT was published (Schmand et al., 1999) , and English and German versions became available (Schmand & Lindeboom, 2005) . The WMT (Green, 2003) , MSVT (Green, 2004) , and the SIMS (Merckelbach & Smith, 2003) have been made available in Dutch. As in Northern America, the initial focus was on the detection of malingering in forensic assessments with SVTs, in those days often referred to as "malinger tests". However, SVTs were soon applied in clinical settings. Van der Werf, Prins, Jongen, van der Meer, and Bleijenberg (2000) noted that a modest proportion of patients with chronic fatigue syndrome showed non-credible performance. In 2005, a Dutch-Spanish study was published, in which the WMT was used in a clinical sample of schizophrenic patients (Gorissen, Sanz, & Schmand, 2005) . Lower scores on the WMT were associated with higher levels of negative symptoms and it was hypothesized that an underlying motivational deficit could explain the WMT failure rate in this sample. These studies are exemplary of the transitional period towards a better understanding of what SVTs actually measure (i.e., the behaviors of cognitive underperformance and symptom over-reporting and not directly the underlying motive), a period marked by great conceptual confusion. The nomenclature expanded and terms such as "suboptimal effort", "cognitive underperformance", and "symptom exaggeration" were being used interchangeably, even as synonyms of the concept of malingering.
The conceptual confusion surrounding SVA has certainly hampered resolving the controversies among Dutch neuropsychologists. The initially assumed dichotomy between true patients and malingerers and the lack of conceptual clarity probably evoked a counter reaction. In recent years, many Dutch neuropsychologists have stressed that cognitive underperformance and symptom exaggeration are not necessarily conscious behaviors nor behaviors motivated by external gains. Instead, emphasis is placed on explanations such as pain, fatigue, and emotional factors (e.g., the ill-defined concept of 'cry for help', struggle for recognition) for symptom invalidity. Currently, the majority of Dutch neuropsychologists acknowledge cognitive underperformance and symptom over-reporting as threats to the validity of the test results and most of them, at least in forensic assessments, use SVTs. However, the idea that symptom invalidity can arise from deceitful behavior of the examinee still seems to be a taboo.
Recent research activities have focused on symptom validity in patients clinically referred for neuropsychological assessments. In a mixed psychiatric sample, 8% of the patients failed two SVTs, the SIMS and ASTM (Dandachi-FitzGerald, Ponds, Peters, & Merckelbach, 2011) . The WMT has also been researched in memory clinic patients. Failing the effort indices of the WMT negatively impacted the association between hippocampal damage and memory performance (Rienstra, Groot et al., 2013) , thereby obscuring normal brainbehavior relationships. Analysis of the profile of WMT subtests contributed to the prediction of conversion to dementia within 2 years (Rienstra, Twennaar, & Schmand, 2013) . Thus, SVTs may even be used to aid the early diagnostics of dementia.
Also, there have been experimental studies into the residual effects of feigning. Volunteers instructed to first malinger psychological symptoms and then to give up their role and act honestly continued to show heightened symptom levels on readministration of a symptom list as compared to participants being asked to fill out the list twice in an honest manner. Cognitive dissonance is hypothesized as the underlying mechanism. These studies give a first indication of how malingering may evolve in somatoform presentations (Merckelbach, Dandachi-FitzGerald, van Mulken, Ponds, & Niesten, in press; Merckelbach, Jelicic, & Pieters, 2011) .
Great Britain
In Great Britain (GB), the widespread use of PVTs has not quite caught on in clinical practice (McCarter et al., 2009 ) and many clinicians remain skeptical about their necessity. Despite this lack of popularity, their importance is recognized by the British Psychological Society (BPS), who has written a position paper on performance validity testing, which recommends their use in clinical and medicolegal practice (McMillan et al., 2009) .
The majority of British PVT research has focused on test validation but there is a paucity of research, showing that GB's need and interest in PVTs is not reflected in the evidence base. This lack of research is recognized by the BPS, who highlights the need for more British PVT research (MacMillan et al., 2009 ). The Coin-in-the-Hand Test (CIHT, Kapur, 1994) , a bedside PVT, is the only PVT which has been developed in GB and is utilized by clinicians (McCarter et al., 2009) . Although the Warrington Recognition Memory Test (RMT, Warrington, 1984) was developed in GB and is used as a test of response bias (Millis, 1994) it was not originally developed as a PVT and there is no British validation data. The CIHT uses chance levels cutoffs and has been shown to have good sensitivity with simulator groups and good specificity with severe cognitive impairment (Hanley, Baker, & Ledson, 1999; Kapur, 1994; Kelly, Baker, Broek, Jackson, & Humphries, 2005; Schroeder, Peck, Buddin, Heinrichs, & Baade, 2012) . This worse than chance performance methodology was applied in the very early development of PVTs (Pankratz, 1983) , but since this time methodology has become much more sophisticated, given its likely limited sensitivity with "known groups" of clinical malingerers. Nevertheless, the CIHT remains a useful bedside screen.
Although the TOMM and WMT were reported as the most commonly used PVTs in GB, there is only one British validation study for the WMT (Hall, Worthington, & Venables, 2013) and no validation studies for the TOMM. The tests which have been the most extensively validated in GB are the Coin-in-the-Hand Test, the Rey 15 item test (Fisher & Rose, 2005; Kelly et al., 2006) , and the Medical Symptom Validity Test (Gill, Green, Flaro, & Pucci, 2007; Singhal, Green, Ashaye, Shankar, & Gill, 2009) , although there are still few validation studies with regards to these tests. The continued popularity of the Rey is surprising, as it has been shown to lack sensitivity to malingering and simulation whilst also lacking specificity (Larrabee, 2005; Vallabhajosula & van Gorp, 2001 ). The remaining British PVT validation studies have tended to be with stand-alone measures which are rarely used (e.g., Autobiographical Memory Test, Jenkins, Kapur, & Kopelman, 2009) Hacker & Jones, 2008) . The British studies have generally been in relation to non-litigant neurological groups, such as traumatic brain injury (Wogar, van den Broek, Bradshaw, & Szabadi, 1998) and dementia (Singhal et al., 2009 ) and one study applying PVTs to medically unexplained symptoms (Kemp et al., 2008) . The lack of litigant studies (with the exception of Moss et al., 2003) is surprising given that this is the area which is most applicable to PVTs, given the high prevalence rate of symptom exaggeration in litigant groups. There is also a lack of British PVT studies with chronic pain or in the context of criminal forensic neuropsychological assessments and this is also reflected in clinical practice with few neuropsychologists providing these specialist assessments. Interestingly, all of the British studies have used simulation validation paradigms and there are no British known-groups studies with clinical malingerers. This trend to use simulation paradigms is behind the North American literature, which has shifted from simulation designs to known-groups studies, the latter often regarded to be a more sophisticated approach. The lack of knowngroups studies may stem partly from the lack of acceptance that "known group" designs actually reflect "malingerers".
Overall, there is clearly a substantial need for PVTs in GB with the growing claims culture but this is not reflected in the sophistication of the application of PVTs or the British research evidence base.
Germany
At the turn of the millennium, available German-language publications with the keyword malingering were a rarity and the topic of malingering was largely taboo, but an early review article (Heubrock & Petermann, 1995) apparently preceded later developments. Although two German-language tests (Eberl & Wilhelm, 2007; Heubrock & Petermann, 2000) were published and embedded measures were proposed by Schmidt-Atzert and colleagues (e.g., Schmidt-Atzert, Bühner, Rischen, & Warkentin, 2004) for the d2 Test of Attention, one of the most widespread German-language performance tests, controversy among (neuro)psychologists prevailed. German neuropsychologists were primarily identified with a clinical and therapeutic relationship to their patients and were little acquainted with the strictly impartial role a forensic expert has to assume. Still, in 2003, a prominent German neuropsychologist pronounced, in the context of assessing possible malingering, in a public neuropsychological newsgroup: "I am not inclined to witness and stand by -when neuropsychology moves back into military psychology." The therapeutic role to which psychologists are usually trained is implicitly linked with an attitude to believe what patients tell them. In the context of the ongoing debate about SVA, this is reflected by a statement of Noeker and Petermann (2011) , who maintained that low scores on PVTs may erroneously suggest malingering in patients with functional and somatoform syndromes. Even if such patients produced an excessive array of symptoms, they nevertheless responded "in a subjectively truthful manner" (p. 450), and the inconsistency between different data should be understood by the expert as "the sensitive expression of major subjective distress and impairment" (p. 450).
Most empirical research focused on German language adaptations of PVTs (like the Amsterdam Short-Term Memory Test, the Medical Symptom Validity Test, and the Word Memory Test) as well as on the examination of embedded measures. A series of articles examining base rate estimates of negative response bias in forensic populations found numbers comparable to those known from North America (e.g., Stevens, Friedel, Mehren, & Merten, 2008) . In accordance with more recent estimates from the United States, the prevalence of negative response bias approaches or exceeds the 50 % mark in some claimant populations (Merten, Thies, Schneider, & Stevens, 2009) . Some research work found a larger interest among the scientific community, such as the first study to test a stand-alone symptom validity test in individuals with mental retardation (Brockhaus & Merten, 2004 ) and a study discussing and examining the limits of effort testing (Merten, Bossink, & Schmand, 2007) , a topic which is very prominent in current developments. In the context of distorted self-report in the clinic (psychosomatic rehabilitation), a recent study by Göbber, Petermann, Piezga, and Kobelt (2012) found elevated scores on the Structured Inventory of Malingered Symptomatology (SIMS, Widows & Smith, 2005) in 33 % of German respondents and 50 % of respondents with migration background.
In the course of the last five or six years, SVA has increasingly been adapted by referral sources, including courts and state agencies, so much so that this is exerting pressure on hesitant or sceptical (neuro)psychologists and neurologists/psychiatrists to examine the genuineness of symptom report and the validity of test profiles with modern methods. Similarly to what is known from North America in the 1990s, referral agencies stipulate and stimulate the progress in the field. Today we have a somewhat paradoxical situation in Germany: PVT usage in medico-legal contexts appears to be fully accepted by neurologists, but the neuropsychological community continues to be divided. Many neuropsychologists are still hesitant to integrate modern approaches to SVA even into their forensic work. In psychiatry, there is an even deeper division. On the one hand, a growing number of psychiatrists appear to appreciate working closely with psychologists and include SVA results to make determinations about the genuineness of symptom report and the validity of profiles (e.g., Stevens, Fabra, & Merten, 2009 ). On the other hand, a group of influential German psychiatrists undertook to question the appropriateness of SVA in the context of forensic examinations in patients with mental disorders (e.g., Dressing, Foerster, Widder, Schneider, & Falkai, 2011) . For a discussion of this deeply rooted controversy which has a profound impact on forensic psychiatric practice at the present time, see Schmidt, Lanquillon, and Ullmann (2011) and Merten and Merckelbach (2013b) ; an analysis of potential pitfalls for opponents of SVA was presented by Green and Merten (2013) .
Remarkably, some sceptics or opponents to SVA appear to adopt the published English-language literature in a distorted way. To give a most striking example, the term malingering is wrongly understood as referring exclusively to symptom invention (or "pure" malingering), while other aspects of malingering are neglected. Thus, base rate estimates for malingered symptomatology are questioned on the basis of a wrong conceptualization (e.g., Dressing et al., 2011) . However, a number of professional guidelines appear to be more circumspect, more open to include modern methods of SVA, and do not restrict psychiatric determinations to clinical decision making (e.g., Deutsche Rentenversicherung, 2012).
State of the art, recent developments, and outlook
While the European continent covers less than 7 % of the Earth's land area, it is quite diverse in terms of political and linguistic structure and comprises about 50 independent states with several dozens of official languages spoken by their native populations. Within the continent, neuropsychology certainly finds itself in diverse stages of development, and the role of forensic neuropsychology in the legal systems is probably as diverse (moreover, the states partly adhere to the inquisitorial, partly to the adversarial system, with different roles of the forensic expert within the legal system).
A similar diversity can be found in documented SVA practice and research activities as has been outlined above. In some countries, major developments have occurred to a degree that the gap between American and local SVA practice appears to have been narrowed while there is no documented proof of systematic SVA usage from most European countries. The recent statement of Sweet and Guidotti-Breting (2013) that there is no more controversy surrounding SVTs but "… this is merely a pseudo-controversy in that the number of neuropsychologists who hold this viewpoint now represent a very small minority" (p. 15) is certainly not true for Europe. A closer analysis of an ongoing harsh controversy in Switzerland and Germany was presented by Plohmann (2013) at the recent Third European Symposium on SVA.
Yet, professional guidelines for forensic assessment appear to include increasingly firm statements about SVT usage. However, as far as can be seen, Great Britain is the only country so far in which a special professional guideline dealing with SVA has been passed (McMillan et al., 2009) .
Adoption of SVA in the majority of European countries is hampered by the diversity of national languages within the continent. While the development of original tests (like the ASTM in The Netherlands and TBFN and AST in Germany) is the exception, the bulk of SVA will have to rely on adaptions of international instruments (in particular of North American origin) as is the practice in neuropsychological assessment altogether. However, even adaptations of foreign language tests require proper validation. Moreover, the majority of practically working neuropsychologists in some major nations (like Germany, France, and Spain) are not used to resort to English language resources in their daily routines. To facilitate access to current developments, publications in their national languages appear to be mandatory (e.g., González-Ordi, Merten & Dettenborn, 2009) . However, in a number of other countries (like The Netherlands and the Scandinavian nations), command of English language is a basic requirement for professionals.
Apart from the three major European symposia on Symptom Validity Assessment, a number of other events have marked the last few years. Workshops and national conference symposia on SVA were held in Austria, Germany, Great Britain, Switzerland, The Netherlands, and possibly in some more countries. With regard to SVA in Europe, it may be said that we have come a long way, but there is an even longer way before us. Whenever neuropsychologists enter the legal arena as independent experts, they have to deal with an elevated rate of invalid test profiles in claimants. SVA will help them to make valid determinations about possible response bias and to answer the legal questions with more confidence and more convincingly than if they rely on their clinical intuition. As a consequence, an appropriate and responsible use of these methods can -and will-enhance the competence and the esteem of neuropsychologists in the legal arena. In clinical and rehabilitation contexts SVA can play a significant role in differential diagnosis and help clarifying the nature of certain symptom constellations as well as factors contributing to the course of reported symptoms. In these contexts, however, the way to go is even longer.
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